INTRODUCTION {#sec1-1}
============

Global breast health promotion encourages and enables women to improve their breast health within an increasingly global context. Breast cancer is the commonest malignancy among women internationally.[@ref1] Its increased prevalence over recent years has alerted women to seek random medical advice. Recent data obtained from the Saudi cancer registry have indicated the progressive and steady increase in the incidence of breast cancer over the last two decades, with a reported incidence of 20.6% of all female cancers.[@ref2] Estimated annual number of cases diagnosed globally with breast cancer exceeds one million, and this number is expected to increase to 1.5 million by the end of the decade because of the major increase in the number of cases in countries with limited resources.[@ref3]

In this part of the world, women depend mostly on males for any tasks which involve transportation to health care facilities. The women tend to be impatient when there are delays, long waiting lists or repeated visits with unnecessary contact time. Based on many inherited misconceptions, they may turn to more accessible alternative means within their communities, such as traditional medicines, seek treatment abroad, or even wait and hope that the lesions spontaneously resolve. Delayed presentations certainly burden the health services with the cost of long hospital stay, and treatment with poor outcomes.

MATERIALS AND METHODS {#sec1-2}
=====================

This review was undertaken at King Fahd Hospital of the University (KFHU), Al Khobar, Eastern Province of Saudi Arabia in a decade (1997-2007). This is a tertiary care center with the capacity of 420 beds accommodating large numbers of referrals from all over the Eastern Region, a few from other regions and in addition to a number of walk-ins. Medical record charts of patients diagnosed with breast cancer were reviewed and steps retraced from the discovery of breast mass to the process of management.

RESULTS {#sec1-3}
=======

The total number of patients diagnosed with breast cancer were 303 patients with a total of 975 registered visits excluding radiology, laboratory and visits to outpatient clinics on appointment. Three points of delay were identified, the community, primary physician and tertiary care.

Community related delay {#sec2-1}
-----------------------

From the patients' history, most patients indicated that they did not seek medical advice because of inherited misconceptions which tend to override knowledge. Breast cancer is still considered a stigma and people do not name it for fear of catching the disease or it affecting a member of one\'s family. The current situation is grave. It is unfortunate that in this 21^st^ century, patients continue to present with average tumors size of 4-6 cms sometimes with ulceration and distal metastasis.

Unfortunately, wide scale structured programs are still scarce or non-existent in this area and are very limited in scope even when available. Breast cancer awareness programs (BCAP) should be designed to assist in prevention and early detection in order to improve the outcome and decrease the morbidity of late presentations. This lack of knowledge and cultural beliefs impact negatively on the awareness programs (Figures [1](#F1){ref-type="fig"} and [2](#F2){ref-type="fig"}).

![29-year- old female presented with progressive left breast cancer of one and half year\'s duration 2005.](JFCM-15-117-g001){#F1}

![34-year-old female diagnosed as Right breast mass, refused excision, became pregnant twice, 2004](JFCM-15-117-g002){#F2}

Primary Physician {#sec2-2}
-----------------

Unfortunately, many primary physicians lack the training and knowledge of breast cancer. Their clinical information and their attitudes towards the gravity of the disease are below expectation. Many patients presenting with suspicious breast masses are therefore delayed (Figures [2](#F2){ref-type="fig"} to [4](#F4){ref-type="fig"}).

![29-year-old lactating female. She and her physician watched her right breast disappear with cancer. Was reassured for nine months before referral - 2004](JFCM-15-117-g003){#F3}

![41-year-old female presented with right breast mass. Only referred when skin changes developed -- 2005.](JFCM-15-117-g004){#F4}

Tertiary Care {#sec2-3}
-------------

The delay continues even when the patient reaches the hospital. In a busy public hospital, a breast cancer patient can rarely circumvent the long appointment waiting lists. Most hospitals do not have sub-specialized facilities for breast diseases. The referred patients go through the long process of referrals and many handoffs before they are actually seen by the specialist. The waiting time for our patients ranges approximately between 6-15 weeks. Value time is 2 weeks and the number of handoffs is 38, causing a great deal of anxiety and inconvenience for both the patient and family. The value time is defined as the actual time during which the patient actually undergoes a procedure or is in contact with a physician or receiving treatment ([Figure 5](#F5){ref-type="fig"} -- Process Mapping I).

![Process Mapping 1 - Current patients steps](JFCM-15-117-g005){#F5}

Occasionally, the surgeon or the oncologist tries to fast track patients by admitting them directly from the outpatients department once the diagnosis is made. The entire process will then be completed in approximately 2-3weeks as compared to the 6-15 weeks on an outpatient basis. This may partially solve the problem of the waiting time for the patient. However, it adds to the financial burden of a busy hospital when a patient occupies a hospital bed for investigations and thus deprives another of its use. Contrary to the globally agreed plan for breast cancer management, some surgeons still admit patients to the surgical unit, perform the surgery regardless of the extent of the disease, before referring them to the oncologist in other centers to evaluate and investigate in retrospect.

Proposed Solution {#sec2-4}
-----------------

The breast surgical specialty clinic at KFHU, founded in the year 2000 was the first in the Eastern Province of Saudi Arabia. The estimated number of patients attending this clinic are 30-60 per week with variable breasts complaints. The surgeon is the main treating physician running service, with other supporting departments as necessary. This clinic has provided direct access to a breast specialty, yet the process of management is fragmented giving less than optimal outcomes.

The plan is to establish a one-stop multidisciplinary clinic where the patient completes all requested investigations in one setting, thus utilizing value time, eliminating the long waiting time and minimizing the unnecessary hand-offs. Each member of the core team must have special training in breast pathology and avail themselves of continuing professional education on a regular basis. The core team must consist of all those who play a part in the management of breast cancer, namely, health educators, nurse coordinators, primary care physicians, surgeons, radiologists, radiographers, pathologists, oncologists, psychologists, physiotherapists and data managers.

This multidisciplinary team must have a well-connected Clinical Director of Breast Services. His/her main task would be facilitate the administrative part of the set up, monitor the services and the audit in addition to being directly involved with patient care. No additional funds would be required since all members of staff needed would be employees of KFHU. Though all services are available and function fully, they are fragmented and unorganized resulting in an inefficient use of the available assets and human resources of the hospital.

This multidisciplinary service can offer comprehensive breast lesions management performed in a one-stop clinic where decisions are made collectively by the group. The anticipated patient process mapping is much shorter than the current one.

The estimated total waiting time is 1-2 weeks compared to 6-15 weeks, and the number of hand-offs reduced to 8-10 instead of the 36- 38 in the current system ([Figure 6](#F6){ref-type="fig"} -- Process Mapping II).

![Process Mapping II - Proposed solution](JFCM-15-117-g006){#F6}

DISCUSSION {#sec1-4}
==========

Breast cancer in our communities is characterized by young age and delayed presentation as well as the reluctance to seek medical advice early because of the fear of discovering cancer.[@ref4][@ref5] Delayed presentations certainly burden the health services with the cost of long hospital stays and treatment with poor outcomes. Currently, there are no established large scale structured screening programs for breast cancer, and most of the patients that present are symptomatic. The implementation of such programs is of the utmost importance. The provision of female staff as general practitioners, surgeons, radiology technicians and health educators will help to remove major obstacles and facilitate access in order to improve outcome. In addition, organizing bi-annual awareness events that target women\'s gatherings may help to improve knowledge and remind the target population of the means of early breast cancer detection.[@ref6][@ref7]

Breast cancer education continues to pose a challenge to the health care system in developing countries and countries with limited resources. Community-based cancer education requires intervention on many levels to address the fundamental causative contributing issues to the myriad health disparities.[@ref8]

The nature of health education and information is significantly different in developing countries compared to those in more developed regions. Evaluation of public awareness, attitudes and misperception is of fundamental importance for the successful implementation of cancer control activities.[@ref9]

The level of education plays a major role in the ease of delivering health education. However, misconceptions also impose obstacles. It has been shown that the highly educated section of the society had higher erroneous response rate regarding the outcome of breast cancer, the potential risk factors, and the importance of mammography than the general population.[@ref10][@ref11]

In one study in our community, contrary to expectation, the report of limited knowledge and misconceptions from the highly educated medical personnel was alarming. Seventeen point three percent believed in self-breast examination, 42.7% believed in mammographic screening. Even the high risk group among these professionals ignored the potential risk, and did not comply with the basic principles of early detection.[@ref12] The management in multidisciplinary specialized breast units is more often adequate; local and regional recurrence rates are lower, and survival is correspondingly better.[@ref13]

Multidisciplinary approach to breast cancer certainly shortens waiting time, minimizes hand offs, reduces patient anxiety and cuts down hospital costs. Despite the fact that there is no clear-cut evidence that a delay of up to 4 weeks has an adverse effect on survival, diagnostic and therapeutic procedures give patients a great deal of anxiety, which can be partially relieved if the treatment is offered 2-3 weeks after the confirmation of diagnosis.[@ref14]

Regular audit is required to provide data on the number of patients treated and type of the treatment given. They should also be able to report on the long term outcome measures in treating women with breast cancer. These regular reviews will help to maintain high standards of patient care and improve outcomes.[@ref15] In order to improve the outcome and set high standards in the management of breast cancer, it is highly recommended that:[@ref16][@ref17]

National health education programs be established.Structured screening programs be set up and early detection methods promoted.The knowledge of the primary health care physician be improved by providing training programs on early detection: and regular audit done to maintain standards.Referral strategies be established for patients diagnosed with suspicious breast mass with clear lines of communications between the primary care team and the multidisciplinary teamMultidisciplinary one-stop breast oncology clinic be established where management protocols are set and patients directed to the specialized service without delay.Psychological support be provided for women diagnosed with breast cancer.An integrated network of cancer care using common clinical guidelines, management protocols, and strategies of care be developed

CONCLUSION {#sec1-5}
==========

The need for a multidisciplinary team for the diagnosis and treatment of breast cancer can not be over emphasized. A lengthy tedious process of diagnostic and therapeutic management gives patients a lot of anxiety that impacts on both family and job performance. The management of such cases should be classified as urgent. The comprehensive opinion of a multidisciplinary core team as a working unit in charge of patients can make a strong prognostic impact on the process of diagnosis and management. It would provide the highest quality of care needed to optimize the chances of a cure and the least morbidity.
